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Subjects and methods
During the seasons 1986-1987, 1987-1988, 1988-1989 and 1989-1990, all All injuries were recorded on a special card which has been described previously'. The final clinical diagnosis was always made by an orthopaedic surgeon (or in rare cases a physician from another speciality). Registration was performed by a naprapath (Michael Petterson) who attended all practice sessions and games. Attendance records for practice sessions and games were kept by the assistant coach. Each season 22-25 players joined the team. Their mean age was 25.0 years.
Injuries were classified into four categories of severity: nuisance (which did not result in any absence from practice or games); minor (absence <7 days); moderate (absence 8-30 days); and major (absence >30 days). Return to participation in practice after an injury was determined by the team physician.
During the four seasons, the team had 703 on-ice practice sessions (834 practice hours) and played 225 games. For the purposes of calculating the incidence of injury during games, six players were assumed to be on the ice at any one time. [1 all injuries, 0 injuries associated with absence game and 0.14 injury per practice hour. The total incidence of all injuries was 202.2 per 1000 playergame hours, and 74.1 per 1000 player-game hours concerning injuries resulting in absence (Figure 2 ). The corresponding practice injury rate was 5.4 and 2.6 per 1000 player-practice hours, respectively. Of injuries during games 20% occurred in the first game period, 31.5% in the second period and 21.5% in the third period.
Twenty-six injuries (7%) affected goalkeepers, 213 (57%) defencemen, and 137 (36%) forwards. There was no specific anatomical distribution of injuries by playing position, nor did the injury type vary by playing position.
Injuries were caused by trauma in 318 cases (84.6%) and by overuse in 58 (15.4%). The types of traumatic injuries are shown in Table 1 and the localization of all injuries is shown in Figure 3 . The injuries were localized to the upper limb in 22.1% of the cases, and to the lower limb in 37.8%. The corresponding figures for head-face and back-trunk were 31.4% and 8.0%, respectively.
Contusions most often affected the thigh, knee, ankle, foot and hand. Lacerations were almost exclusively localized to the face region. The majority of sprains affected the knee (n = 13). There was no total rupture of the collateral or the cruciate ligaments. The acromioclavicular joint was affected in 11 cases, 10 of which were grade I-II sprains and one a grade III sprain. All acromioclavicular sprains were treated conservatively. Strains tendon unit) were most frequently localized to the groin and shoulder regions. Fractures were localized to the metacarpals (n = 3), metatarsal bone (n = 1), the scaphoid (n = 1), rib (n = 1), sternum (n = 1) and femoral condyle (n = 1). The most common types of overuse injuries (n = 58) affected the groin (n = 20), shoulder-elbow-wrist (n = 12) and knee (n = 7).
The mechanisms of injury are shown in Table 2 .
Injuries were most often caused by player contact, including checking, and by stick or puck contact. When mechanisms of injury for head and face lesions were analysed separately ( In the present study, as well as in the previous one', there is a higher incidence of injury in defencemen compared with forwards. The reason for this finding is not obvious, although the individual defenceman more often has body contact (e.g. checking) compared with the individual forward.
Contusions were the predominant type of injury and most often resulted from body or puck or stick contact. Some of these injuries should be possible to prevent by better protective devices and stricter enforcement of rules prohibiting stick violations. The types of injuries and the mechanisms of injuries in the present study are in agreement with the findings in our previous studies" 3. Still, 57% of the facial lacerations were caused by the opponent's stick (high sticking), and this figure is unfortunately not much improved compared with the first half of the 1980s (62%)'. Besides stricter enforcement of rules, attitudinal changes on the parts of hockey officials and coaches are required.
Visors are known to protect from facial wounds'. It is, therefore, alarming that in the present study we found that 16 injuries occurred in players wearing a visor and were localized within the face area that 
